Sir, Reflectance confocal microscopy (RCM) is a promising, noninvasive, high-resolution imaging technique in the auxiliary diagnosis of many skin diseases. [1] However, to the best of our knowledge, no report demonstrated RCM features in skin lesions of disseminated Penicillium marneffei (DPSM). Herein, we described the RCM features of skin lesions in a DPSM patient with acquired immune deficiency syndrome (AIDS).
A 32-year-old man with AIDS presented with generalized asymptomatic molluscum-like skin lesions for 40 days, fever and cough without expectoration for >10 days. The dermatological examination showed multiple discrete papules and nodules with umbilication, varying in size (5-10 mm), were situated over the face [ Figure 1 ], neck, chest, and upper back. Skin biopsy of a neck lesion revealed granulomas in the upper dermis composed of foamy macrophages and histiocytes filled with multiple Gomori methenamine sliver-and periodic acid Schiff-stained positive yeast cells [ Figure 2 ]. Mycological culture of skin biopsy tissue revealed Penicillium marneffei. The diagnosis of AIDS-associated disseminated penicilliosis marneffei was Before the skin biopsy, the lesions were examined by RCM (Vivascope 1500; Lucid Technologies, Henrietta, NY). Multiple brightly refractile fine granular structures corresponding to yeast cells were present in the upper dermis. Most of them were arranged in mulberry-like pattern [ Figure 3 ]. We examined dozens of papules of the patient and found this was a consistent pattern seen under RCM.
Penicilliosis is a fungal infection caused by Penicillium marneffei and is endemic in South-East Asia, particularly Thailand, South China, and Vietnam. [2, 3] It usually occurs in immunocompromised patients. Patients can present with isolated respiratory symptoms, such as cough, chest pain, and fever, or with signs of dissemination, such as anemia, hepatosplenomegaly, and multiple skin papules. [2, 3] Skin biopsy stained with hematoxylin-eosin, Gomori methenamine sliver, or periodic acid Schiff shows the presence of intracellular and extracellular fission arthroconidia or unicellular round oval spores. A rapid bedside presumptive diagnosis can be made by finding intracellular and extracellular yeasts on a microscopic examination of Wright-stained touch smears of the skin lesions. [2] [3] [4] The RCM features of many premalignant and malignant skin lesions have been reported. [5] Recently, RCM has also been used in the diagnosis and management of infectious skin diseases. [1] In this case, multiple brightly refractile fine granular structures were seen discretely or in groups (looks like a mulberry) in the upper dermis under RCM. The discrete brightly refractile fine granular structures correspond to extracellular spores, while the grouped ones correspond to the intracellular spores. We termed such RCM signs as "mulberry-like pattern." Recognition of this pattern may be helpful in the clinical diagnosis of peniciliosis marneffei and other infections with extracellular and intracellular yeast like microorganisms, such as cryptococcosis, coccidioidomycosis, paracoccidioidomycosis, blastomycosis dermatitidis, histoplasmosis, and emmonsiosis as well. More case studies are needed to investigate whether the mulberry-like pattern under RCM is distinct or not as an auxillary diagnostic sign in these mycoses.
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Sir, Fixed drug eruption (FDE) to fluconazole [1, 2] and tinidazole [1] has been reported previously, however, its cross-reactivity with other azoles of different groups is rare. We report a case of generalized bullous FDE to fluconazole in a patient having a cross-sensitivity to a nitroimidazole (tinidazole) without cross-reactivity to a structurally similar triazole (itraconazole).
Case
A 55-year-old male presented with complaints of multiple, reddish, fluid-filled lesions all over the body, as well as oral and genital erosions since 3 days. There was history of treatment for tinea corporis with itraconazole 100 mg BD, antihistamines along with topical 2% miconazole cream. . History and clinical examination, temporal relation with the drug, and the histopathology led to the diagnosis of FDE to fluconazole. The causality assessment showed "definite" and "certain" association as per the Naranjo scale and WHO-UMC causality assessment system, respectively. [3, 4] Provocation test was not performed since the patient had extensive drug reaction and rechallenge was not ethically justified. Patient was treated with steroids and lesions healed with residual hyperpigmentation.
Fluconazole is one of the common drugs used in gynecological and dermatological practice. Fluconazole is a rare causative agent of FDE with only few cases reported till date. [1, 2, 5, 6] In patients of FDE, usually it is advised to avoid structurally similar drugs from the same pharmacologic group, as they may also result in FDE.
Commonly used azoles in pharmacotheraupeutics are listed in Table 1 . Though cross-reactivity within members of antifungal triazoles and imidazoles has been observed in literature, [1, 2] it remains poorly understood. Few reports suggest a possible cross-sensitivity between fluconazole and other azoles, [2, 5, 7] but no consistent pattern of cross-reactivity has been described.
Sevim Bavbek et al. have attributed the cross reaction to the common component (propan-2-ol) in the
